The patient, a man, aged 42, till two years ago was in excellent health. He was a soldier, and then a gymnasium instructor at Aldershot. He had never been out of England, and had never had syphilis. Two years ago he noticed that he was becoming very brown, and he still had pigmentation over the body, with patches on each flank and on the finger-tips, which were of the natural colour. The penis and scrotum showed very dark and very light areas with sharp edges. During the last year, he said, he had lost a considerable amount of flesh, viz., 2 stones in weight, and for six months had been feeling very languid and weak, so that he could not do any work. He also began to vomit. He had had periodic attacks at intervals of a fortnight, each attack lasting three or four days, the vomiting recurring three or four times a day, and sometimes being accompanied with a little blood. One
syphilis. Two years ago he noticed that he was becoming very brown, and he still had pigmentation over the body, with patches on each flank and on the finger-tips, which were of the natural colour. The penis and scrotum showed very dark and very light areas with sharp edges. During the last year, he said, he had lost a considerable amount of flesh, viz., 2 stones in weight, and for six months had been feeling very languid and weak, so that he could not do any work. He also began to vomit. He had had periodic attacks at intervals of a fortnight, each attack lasting three or four days, the vomiting recurring three or four times a day, and sometimes being accompanied with a little blood. One began to think of Addison's disease, but on examination he was found to have a very large spleen, which reached almost to the umbilicus and to the mnid-line, which somewhat upset that idea. He had no ascites or jaundice, and the liver so far as could be discovered was normal. It was established that he had not been taking arsenic, which had also suggested itself as the cause of the pigmentation. At the consultation held at St. Bartholomew's some thought he might have a sarcoma which affected the spleen and suprarenal capsules, others that he might have a tuberculous spleen, with tubercular disease of the suprarenals; others suggested cancer of the stomach, and others thought he had splenic anaemia. This history so closely resembled that of a case of Addison's disease that the tuberculin test was applied, but the result was negative, and there was nothing else found amiss with him, except the enlarged spleen and a poverty of white cells in the blood. The average of several counts had been 4,500,000 red cells, and the colour index 0 93; in other words, the standard was practically normal, but he had always had leucopenia. Once the count was as low as 1,700 white cells, and there had never been more than 6,000, the latter number being just after a meal. There had been no differential change, and the red cells were normal in shape and size. He concluded that the man had a form of splenic anamia, and referred to a case published by Stengel in which the distribution of the pigmentation closely resembled that in the present case. An accurate gauge of the patient's muscular weakness was found in the fact that he had been unable on the horizontal bar to pull himself up once with both hands together, though when an instructor he could do so many times. in succession.
The patient's condition was now improving rapidly, and he could almost pull himself up on the bar with one hand. He was taking arsenic. He had previously had no drugs.
Two Cases of Congenital Heart Disease in Adults. By R. MURRAY LESLIE, M.D. CASE I. C. F., a woman, aged 22, was admitted into the Royal Hospital for Diseases of the Chest on January 31, and readmitted on October 7, 1907. There was no family history of rheumatism or heart disease, and no personal history of rheumatism or chorea. She was an eight-months child and had a cyanosed appearance from birth. Clubbing of the fingers and toes had been a prominent feature from infancy. She was a delicate child and difficult to rear. At 16 years of age she worked for a period of six months in a confectioner's factory, and at 18 years of age was well enough to take a situation as housemaid, which she retained for a year and then had to give up owing to increasing breathlessness. During the last three years she had been unable to do any work, and had been carefully nursed and tended by her sister and relatives. The catamenia appeared very late (at the age of 20), and had always been irregular both in quantity and in time of occurrence. She sought admission to the hospital because of her increasing dyspncea, which, however, became much less pronounced after a week's rest in the recumbent posture. She was intensely cyanosed, and presented the characteristic appearances of morbus caeruleus. The lips, ears, nose, tongue, and tips of the fingers were of a dark bluish-violet colour, and there was well-marked clubbing of the fingers and to a less extent of the toes and tip of the nose. The hands and feet were cold, but there was no subcutaneous dropsy, haemoptysis, pulmonary cedema, nor enlargement of the liver. The urine was acid, with a specific gravity of 1015, and once or twice contained a trace of albumen. The average pulserate was 90, while the pulse itself was regular and of fair volume of tension. The cardiac apex was little if at all displaced; the right border of the heart extended somewhat to the right of the sternum. A softblowing systolic murmur was audible over the lower half of the left
